1. Introduction {#sec0005}
===============

Empathy is a core element of an effective therapeutic relationship ([@bib0410]); however it is a subtle concept that is hard to conclusively define. It is often confused with related concepts such as compassion fatigue and sympathy. Burnout is a related but distinct concept ([@bib0225]), that needs to be distinguished from empathy. Both of these concepts have been cited in the literature as fundamental to quality of healthcare ([@bib0055]), and therefore the exact relationship between the two needs to be examined rigorously.

1.1. Burnout {#sec0010}
------------

[@bib0220] defined burnout as a psychological syndrome involving physical depletion, feelings of helplessness, negative self-concept, and negative attitudes towards work, life, and others. Their conceptualization cited burnout as an internal reaction to external stressors ([@bib0010]). The Maslach Burnout Inventory (\[MBI\]; [@bib0220]) is referred to as the 'gold standard' for measuring burnout in empirical research ([@bib0045]; [@bib0200]). [@bib0200] comment on how, although [@bib0220] definition did not have universal agreement it is widely cited in the literature. This is cited in the literature as the most commonly used measure for assessing burnout in human services ([@bib0135]; [@bib0200]). Indeed, a review of the literature demonstrated 90% of studies utilized the MBI as an outcome measure for burnout ([@bib0335]), and it continues to be used more recently ([@bib0380]; [@bib0385]).

In line with [@bib0220] definition of burnout, the MBI measures burnout across three dimensions: emotional exhaustion (EE), depersonalization (DP), and personal accomplishment (PA).

EE is defined as a state of emotional and sometimes physical depletion. Those experiencing EE are likely to feel over-extended and unable to offer emotional support to others; [@bib0280] refer to EE as being central and often the most obvious manifestation of the syndrome. DP is conceptualized as an unfeeling and impersonal response towards recipients of one\'s care [@bib0285]. This conceptualization has been supported in the literature as clinicians' development of negative or cynical attitudes towards service user ([@bib0030]). [@bib0200] discuss how DP can be seen as a defense which serves to protect against unwanted demand, or reduce perceived threat. Therefore it has been associated with psychological strain, and escape as a way of coping. [@bib0225] defined a reduced sense of PA as involving a negative view of oneself, particularly in relation to one\'s work with service users.

Whilst the MBI has good reported reliability and validity ([@bib0220]), it has come under some criticism in relation to the wording and scoring of items. All of the DP and EE items are worded negatively and the PA items are worded positively ([@bib0090]), indicating that this uni-directional wording may have caused artificial clustering of factors ([@bib0040]; [@bib0200]). Additionally researchers have suggested that 'exhaustion' should also include cognitive and physical aspects ([@bib0295]; [@bib0345]).

In response to these criticisms other measures have been developed to address these limitations (e.g. [@bib0135]), however, the utilization of this measure within the empirical literature does not compare with that of the MBI ([@bib0220]).

Prevalence of burnout in western countries within the general working population ranges from 13% to 27% ([@bib0215]; [@bib0275]). However, healthcare professionals are referred to as being at increased risk of suffering burnout ([@bib0035]; Gelsma et al., 2006; [@bib0255]), compared with non-helping professions.

Prevalence is documented to be as high as 70% worldwide amongst physicians ([@bib0195]), with 30%--50% of nurses reaching clinical levels of burnout on self-report measures ([@bib0015]; [@bib0130], [@bib0305]). Burnout has been linked to quality of care, with an international study, [@bib0300] reporting that higher self-ratings of burnout were associated with lower self-ratings of quality of nurses own care. Similarly [@bib0225] cites burnout as the principle reason for job attrition within nurses. Burnout is also linked with increased rates of job turnover and stress-related absences ([@bib0310]), estimated to cost £450,000 a year per National Health Service (NHS) Trust in the United Kingdom ([@bib0405]). It is not surprising therefore, that burnout has been widely researched in healthcare settings.

1.2. Empathy {#sec0015}
------------

Empathy, like burnout, has been widely discussed within the context of medical, nursing, and other healthcare professions in relation to its role in therapeutic relationships and quality of care ([@bib0055], [@bib0070]; [@bib0350]). Theoretically and conceptually, empathy has seen much attention in the philosophical, psychological, and more recently, cognitive neuroscience literature, with varying definitions and conceptualizations ([@bib0085]). It is not within the scope of this review to consider all of these definitions; instead, the reader will be guided through the clinically relevant conceptualizations of empathy, its measurement, pertinence to clinical practice, and links with burnout as a construct.

[@bib0315] termed empathy as the ability of the clinician to sense the service user\'s private world as if it were their own, without losing the 'as if', hypothetical quality. This sense of distancing, or appropriate level of detachment from the service user\'s emotion, is supported in subsequent definitions offered by [@bib0165] and [@bib0240]. The common factor amongst these definitions is the suggestion that empathy bridges the gap between self-experience and that of others ([@bib0150]). This may be important for clinicians who, through their therapeutic relationships, are required to empathize for long periods with service users experiencing intense and often negative emotions.

Within this context empathy is understood to have four key dimensions: emotive, cognitive, behavioral, and moral ([@bib0250]). The emotive and cognitive components relate to clinicians' abilities to experience and share in another person\'s feelings, and intellectually identify and understand another person\'s feelings from an objective stance. The behavioral dimension refers to a clinician\'s ability to communicate their understanding of another person\'s perspective. The fourth, moral dimension, was referred to by [@bib0250] as an internal altruistic motivation to be empathic towards others. This dimension was not supported by a subsequent review of the literature by [@bib0080]. Despite this lack of support, the moral component could be considered relevant when reflecting on the recent exposure of failing hospital organizations in the UK (Mid Staffordshire; Southern Health). Subsequent reports (e.g. [@bib0125]) recommended the need for a change of culture within the NHS, embodying compassionate and patient centered care that is underpinned by the NHS constitution and values. These values could be seen to reflect the moral obligation of healthcare staff to work in an empathic way with service users.

The clinical relevance of the emotive, cognitive, and behavioral dimensions have been demonstrated empirically with varied emphasis ([@bib0080]; [@bib0105]; [@bib0240]). [@bib0360] discussed how engagement on a solely cognitive level could lead to empathic statements appearing superficial, therefore emotional engagement is necessary to enhance the interaction, building trust within the therapeutic relationship. Here the focus is on the importance of the cognitive and emotional dimensions.

Conversely, service users have reported that a clinician\'s ability to firstly, understand them (cognitive dimension) and secondly, express this understanding (behavioral dimension), is a key aspect in the therapeutic relationship ([@bib0340]). This emphasis on understanding, and the links with developing a meaningful relationship, are supported by [@bib0165] who highlight how developing a meaningful relationship with service users is contingent on an understanding of their cognitive and affective states. [@bib0240] also considered 'understanding' to be an important facet in responding empathically.

This connection between empathy and relationship with service users has been cited in previous research. [@bib0320] and [@bib0365] found that service users and clinicians felt greater satisfaction with an interaction when there was an increase in empathy. Improved clinical outcomes have also been linked to increased clinician empathy and a good therapeutic relationship ([@bib0060]; [@bib0110]; [@bib0185]). Therefore empathy, irrespective of the particular dimension or definition, could be viewed as an important component of the staff - service user relationship, and subsequently crucial to ensuring the delivery of quality care ([@bib0410]).

[@bib0410] highlighted the importance of ensuring the measurement of empathy is robust, if it is to be utilized as an outcome for quality of care. In reviewing the measurement tools for empathy in nursing staff they found no 'gold standard' tool ([@bib0410]). They cited the Empathy Construct Rating Scale (\[ECRS\]; [@bib0190]) as the most widely used in the reviewed literature and scored highest on their quality rating scale; however they found that of the 12 measures of empathy they reviewed, none were both psychometrically and conceptually satisfactory. Additionally, the use of service users in the development of the tools was considered lacking and recommended in future research.

1.3. Burnout and empathy: is there a relationship? {#sec0020}
--------------------------------------------------

In addition to improving the psychometric and conceptual measurement of empathy, understanding factors which impact on a clinician\'s empathic ability is also beneficial. Studies have shown how, despite being an important component in providing effective care, empathy also creates vulnerability for stress related conditions such as compassion fatigue and professional emotional exhaustion ([@bib0120], [@bib0325]). As emotional exhaustion is considered one aspect of the burnout construct, it is not surprising that links have been established between empathy and burnout ([@bib0005]; [@bib0115]). However, findings have been inconclusive in establishing the direction and nature of the relationship ([@bib0290]), with empirical evidence demonstrating both a negative and positive correlation between high burnout scores and empathy ([@bib0155]; [@bib0240]).

In an editorial, [@bib0420] proposed three hypotheses for the relationship between burnout and empathy: (1) burnout reduces the ability of clinicians to respond empathically; (2) being empathic draws significantly on personal resources and thus causes burnout; and (3) being empathic protects clinicians from burnout. In their proposal, [@bib0420] only summarize the research, providing no empirical evidence for their directional hypotheses. It is important to distinguish that burnout is an occupational stress syndrome, while empathy could be viewed as a human capacity. Although impaired empathy could be a feature of burnout syndrome (hypothesis 1), it is harder to conceptualize that burnout could be a feature of low levels of empathy.

In light of this, it is proposed that the original three hypotheses can be reduced to; 1) There is a negative association between burnout and empathy (as one construct increases the other decreases), and 2) there is a positive association between burnout and empathy (high burnout is associated with high empathy). [@bib0420] editorial does not constitute a systematic review of the literature; instead it can be seen as a provisional framework for reviewing the literature in the area. A preliminary literature search indicated no existing systematic review exploring the relationship between burnout and empathy.

1.4. Rationale and aims {#sec0025}
-----------------------

The impact of burnout on staff well-being, and subsequent financial burden on health organizations provides a rationale for understanding the relationship between burnout and empathy. This understanding could serve to inform future research and practice around preventative actions within services. Measures of burnout could be utilized within services to identify 'at risk' members of staff at whom these preventative interventions could be targeted. Similarly, as empathy is considered key to clinician service user interactions a greater understanding of the role of burnout in empathic responses may have a positive effect on service user experiences. [@bib0140] cite quality of care as the focus of many government policies ([@bib0095], [@bib0100]). Therefore exploration into burnout and empathy in healthcare staff, holds organizational and clinical importance.

The aims of this review were to systematically identify, appraise, and summarize the empirical evidence regarding the relationship between burnout and empathy amongst healthcare workers. Specifically the review considered the following questions:1.Is there an association between burnout and empathy?2.What is the relationship between burnout and empathy?3.To what methodological standard has the current research been conducted, and how does this affect the ability to draw conclusions?

2. Method {#sec0030}
=========

This review followed the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (\[PRISMA\]; [@bib0210]) format. In line with this, the methods of the review were specified in advance in a protocol registered on the international prospective register of systematic reviews ([www.crd.york.ac.uk/PROSPERO](http://www.crd.york.ac.uk/PROSPERO){#intr0005}, CRD42015029564).

2.1. Information sources {#sec0035}
------------------------

Initial scoping searches were completed to define the search terms: (Burnout OR Burn-out OR "Burn out") AND (Empathy OR Empath\*). Publications were retrieved by searches on five electronic databases: MEDLINE, PsycINFO, CINAHL Plus, PubMed, and SCOPUS. The search was expanded manually by searching reference lists of eligible articles and by citation tracking the selected studies on Web of Science. The databases were searched for studies in the English language, from inception of each journal to February 2017.

2.2. Eligibility criteria {#sec0040}
-------------------------

The inclusion and exclusion criteria were generated by the primary researcher through preliminary scoping searches of the literature and verified by supervisors. Quantitative non-intervention studies were included in this review. If all other inclusion criteria were met, intervention studies addressing factors which moderate or mediate burnout were included where data was available pertaining to the relationship at baseline, between burnout and empathy. Only studies available as full-text in English were included due to time and budget restrictions. There were no restrictions applied to publication format (e.g. journal article, thesis etc.). Studies that did not provide enough detail to ascertain whether or not they met the inclusion criteria were excluded from the study.

### 2.2.1. Outcomes {#sec0045}

Burnout and empathy were considered outcomes for the purpose of the review, given the unclear relationship between the two variables. For inclusion, studies must have utilized the Maslach Burnout Inventory (MBI; [@bib0220]) to assess burnout and a formal outcome measure to assess empathy (e.g. Interpersonal Reactivity Index \[IRI\], [@bib0075]). This ensured the construct validity and reliability of the data could be ascertained if available and maximized the homogeneity of the studies in terms of burnout measurement. Studies using translated standardized measures were also included if the study was reported in English.

### 2.2.2. Participants {#sec0050}

Studies were eligible if they reported on participants who had a nursing (health or mental health) or medical professional background, regardless of participant age, ethnicity or nationality. Students or trainees were excluded as their role and pressures are likely to differ from that of a qualified professional, for example, due to the demands placed on them to complete academic aspects of their training. Although burnout is documented to affect many human services, studies recruiting non-healthcare professionals (e.g. teachers, veterinarians) were excluded as the review aimed to address healthcare related literature.

Nurses and doctors are often expected to see a large volume of patients for more limited periods, compared with other professions such as psychology who would typically engage in a therapeutic relationship over a longer period of time. The nature of the relationship between these professionals therefore may differ, with doctors and nurses adopting a more prescriptive didactic stance guiding service users through a medically dominated process. On this basis allied healthcare professionals (e.g. psychologists, therapists, and social workers) were excluded because their roles and relationships with patients are different from that of a nurse or medical doctor. Studies conducted in both adult and paediatric healthcare settings, including mental health services were included.

2.3. Search strategy {#sec0055}
--------------------

Titles and abstracts were initially reviewed to check they met the inclusion criteria. A second researcher independently screened a random 10% of these abstracts to check the reliability of the screening process, with 100% agreement between both researchers. Articles not meeting the inclusion criteria were removed (see [Fig. 1](#fig0005){ref-type="fig"}). Two independent researchers came to 100% agreement when screening the eligible nine articles using the inclusion criteria.Fig. 1Flow Chart of Literature Search Process.

References of eligible articles were searched, however no additional articles were found. All intervention studies that met the other inclusion criteria were screened for baseline relationship data between burnout and empathy, however none of these studies provided this data and were therefore excluded from the review. The process of screening identified publications is reported using the PRISMA diagram ([@bib0210]) (see [Fig. 1](#fig0005){ref-type="fig"}).

2.4. Data extraction {#sec0060}
--------------------

Data was extracted independently by two researchers using a piloted extraction form. Data was extracted pertaining to study characteristics (author, year, country, design, outcome measures, and primary purpose), participant information (number of participants, mean age, gender, job role), and study findings (analysis and outcomes relating to burnout and empathy). The value of the main measure of association between burnout and empathy (total, and where appropriate, subscales) was extracted for each study, together with statistical significance and precision estimates where available.

2.5. Methodological quality (risk of bias in individual studies) {#sec0065}
----------------------------------------------------------------

A specific quality assessment tool was selected based on the cross sectional design utilized by all of the studies in the review. A search of the literature revealed one quality assessment tool specifically designed for reviewing cross sectional studies. The Agency for Healthcare Research and Quality tool ([@bib0400]) was adapted for use in this review. The adaptations to the tool included changes to terminology and omission of some items that were not relevant to the constructs of interest, as in previous studies which have utilized this tool ([@bib0370]).

Categories for assessment included: sample selection, size, and description; validation of outcome measurements for empathy and burnout; analysis of confounders; and handling of missing data. Studies were assessed using four categories, as having 'met', 'not met', 'partially met', or 'unable to ascertain' if they met the quality criteria. A total (numerical) quality score was not assigned to the individual studies, as evidence demonstrates this does not provide a better quality systematic review ([@bib0170]). To date this tool does not have any reported reliability or validity data. Its construction is cited by the authors ([@bib0400]) to be based on quality criteria utilized in two previous evidence reports by the Agency for Healthcare Research and Quality ([@bib0270], [@bib0390]). Two researchers completed the quality checks independently, following which a Kappa score was calculated to establish reliability of the decisions based on the tool. Any discrepancies were resolved by discussion with supervisors (see [Table 2](#tbl0010){ref-type="table"}).Table 1Data Extracted from Studies Pertaining to Study Characteristics, Participant Details, and Main Findings.Study CharacteristicsParticipant CharacteristicsStudy ResultsAuthors, Year, CountrySetting/SpecialtyMeasuresN=ProfessionGenderAge (years)Relationship to EmpathyEmpathyNursesMedicsOtherEEDPPAOtherA[@bib0030]; AmericaAcute care hospital settingBLRI124√M = 5Mean = 38.9*r* = −0.14 ^e^*r* = −0.33^a^*r* = +0.21^d^F = 119(SD 8.9)  B[@bib0050]; AmericaAdolescent medical unit, Emergency department, Adolescent psychiatric unitEES79√√M = 12Mean = 35.7*r* = −0.07^d^*r* = −0.15^d^r = −0.01^d^F = 67(SD 5.9)  C[@bib0180]; AmericaEmergency ServicesEES124√√M = 55Mean = 38*r* = +0.40^a^*r* = +0.24^c^*r* = −0.25^c^F = 69(SD 11.5)  D[@bib0195]; FrancePrimary Care-GP practicesEmotional Empathy (Empathic Concern) -- TEQ294√M = 151Mean (M)  = 53.5Cognitive & Emotional Empathy & Burnout Subscales EE:Cognitive & Emotional Empathy & Burnout Subscale DP:Cognitive & Emotional Empathy & Burnout Subscales PA:*r* = −0.24^c^ Total Burnout Score & Reduced Cognitive EmpathyCognitive Empathy -- JSPE (Perspective Taking Subscale)F = 143(SD 8.6)*r* = not reported*r* = −0.18 to −0.32^c^*r* = +0.18 to +0.40*r* = −0.17^c^ Total Burnout Score & Reduced Emotional EmpathyMean (F)  = 48.3Linear Regression (cognitive and emotional empathy interaction as predictors): Higher emotional empathy (β = −0.17^d^) & cognitive empathy (β = −0.21^a^) predicted lower burnout.(SD 9.4)  E[@bib0205]; KoreaTertiary hospitalsEmotional Empathy -- EES178√F = 178Mean = 30CorrelationsCorrelationsCorrelationsCognitive Empathy -- BLESCognitive Empathy & Burnout Subscales EE:Cognitive Empathy & Burnout Subscales DP:Cognitive Empathy & Burnout Subscales PA:*r* = −0.25^a^*r* = −0.36^a^*r* = +0.47^a^Emotional Empathy & Burnout Subscales:Emotional Empathy & Burnout Subscales:Emotional Empathy & Burnout Subscales:*r* = −0.03*r* = +0.03*r* = −0.07Hierarchical Regressions:Hierarchical Regressions:Hierarchical Regressions:Burnout subcategories and Cognitive empathy:Burnout subcategories and Cognitive empathy:Burnout subcategories and Cognitive empathy:β = −0.15^e^β= −0.24^b^β = +0.27^a^Burnout subcategories and Emotional empathy:Burnout subcategories and Emotional empathy:Burnout subcategories and Emotional empathy:β = −0.02^e^β = −0.01^e^β = 0.00^e^  F[@bib0375]; JapanHospitalIRI25√M = 5Mean = 26Correlations of Burnout Subscale:F = 20(SD 3.14)Depersonalization and Empathy Subscales;*r* = +0.39 Perspective Taking*r* = −0.02 Empathic Concern*r* = −0.10 Personal DistressCorrelations of Burnout Subscale:Emotional Exhaustion & Empathy Subscales*r* = +0.51^c^ Perspective Taking*r* = +0.14 Empathic Concern**r* = +0.24 Personal Distress*  G[@bib0380]; SpainPrimary Care-GP practicesJSPE108√M = 39not givenhigh empathy and low burnout, no inferential statistics reportedF = 69  H[@bib0385]; PolandHospitals, Outpatient clinics, university departmentsEES, TAT71√√M = 46Range = 25--68Empathy and EE subscale of BurnoutEmpathy and DP subscale of BurnoutEmpathy and PA subscale of BurnoutSpearman\'s Correlation Co-Efficient:F = 25G1G1G1Whole Sample;*r* = −0.01*r* = −0.13*r* = +0.18*r* = −0.23^d^ Low Personal Accomplishment & EmpathyG2G2G2*r* = −0.13*r* = −0.37^e^*r* = +0.11G3G3G3*r* = −0.34^e^*r* = −0.39^d^*r* = +0.02  I[@bib0115]; ItalyGeneral Hospitals, surgical & medical wardsBEES162M = 32Mean = 39r = −0.245Not statistically significant (no figures recorded)r = 0.266F = 130SD = 9  J[@bib0415]; SpainPrimary Care, urban & rural GP practices.JSPE267√√M = 58Median = 48r = −0.1r = -0.2^a^r = 0. 3^a^Overall MBI/JSPE: r = −0.2^a^F = 209Range 31--65[^2][^3][^4]Table 2Agreed Outcome of Quality Assessment of Study Methodology.Unbiased selection of participantsSample sizeAdequate description of the cohortValidated method for measuring burnoutValidated method for assessing empathyResponse rateAnalysis controls for confoundingAnalytic methods appropriateA[@bib0030]YesYesYesYesYesYesYesYesB.[@bib0050]YesYesYesYesYesNoYesYesC[@bib0180]PartiallyPartiallyYesYesYesPartially\*YesYesD[@bib0195]YesNoYesYesYesYesYesYesE[@bib0205]YesNoYesYesYesYesYesYesF[@bib0375]YesNoYesPartiallyPartiallyYesYesYesG[@bib0380]YesNoYesPartially\*PartiallyYesYesYesH[@bib0385]NoNoPartiallyCan\'t tellCan\'t tellNoNoYesI[@bib0115]PartiallyNoYesYesYesYesYesJ[@bib0415]Partially\*NoYesYesYesYesYes[^5]

2.6. Data synthesis and analysis {#sec0070}
--------------------------------

Results tables (see [Table 1](#tbl0005){ref-type="table"}) were used to capture the extracted data and quality assessment process for each study individually and the findings were narratively synthesized across studies.

3. Results {#sec0075}
==========

3.1. Study selection {#sec0080}
--------------------

Ten articles were included in the review (see [Fig. 1](#fig0005){ref-type="fig"}). No additional papers were found by hand searching the reference lists of eligible articles.

3.2. Study characteristics {#sec0085}
--------------------------

Study characteristics are reported in [Table 1](#tbl0005){ref-type="table"}. All studies utilized a cross sectional design and were published between 1990 and 2017. The studies were conducted in primary and secondary care health settings. Three studies \[D, G, J\] recruited participants within Primary Care General Practices, whilst three \[A, E, F\] of the studies identified hospitals as their recruitment setting, with an additional study \[C\] specifically stipulating 'Emergency Departments' as their place for recruitment. Three of the studies \[B, H, I\] reported collecting data across multiple services including acute and outpatient departments.

The studies were all conducted in developed countries with three \[A, B, C\] carried out in the U.S.A. One study \[B\] used only the depersonalization subscale of the measure. Seven studies \[D, E, F, G, H, I, J\] were conducted in countries where English is not the first language (Japan, Spain, Poland, France, Korea, and Italy). Only two of these studies \[G, J\] stated that they had utilized a translated (Spanish) version of the MBI, referencing empirical validation.

In contrast, the construct of empathy was measured utilizing a wide variety of validated measures. The Mehrabian Emotional Empathy Scale (\[EES\], [@bib0230]) was utilized by four studies \[B, C, E, H\]. One of these studies \[E\] also used the Barrett-Lennard Relationship Inventory (BLRI, [@bib0025]) to measure cognitive empathy (see [Table 1](#tbl0005){ref-type="table"}). Studies D and E were the only ones to delineate the measurement of cognitive and emotional aspects of empathy with separate measures. The following empathy scales were used in one study only: the Interpersonal Reactivity Index \[F\] (IRI, [@bib0075]); the Empathy Construct Rating Scale \[G\] (ECRS, [@bib0190]); the Balanced Emotional Empathy Scale \[I\] (BEES, [@bib0235]) and the Jefferson Scale of Physician Empathy \[J\] (JESPE, [@bib0160]). Seven of the studies focused on burnout and empathy exclusively \[A, B, C, G, H, I, J\] however other constructs including spirituality, empowerment, emotional dissonance, sick leave prescribing, coping styles, and attitudes towards patients with dementia were included within the other studies \[D, E, F\].

3.3. Participant details {#sec0090}
------------------------

Different terminology was utilized for reporting participant profession, without clarification of the job role. Therefore some of the participants may have had the same job role but under different job titles, although it was not possible to ascertain this from the information provided by the authors. This may be accounted for by the variety of countries the studies were conducted in.

Four of the studies \[A, E, F, I\] cite 'Nurses' as the profession of all of their participants, with one study \[A\] specifying 'Registered Nurses'. One study \[B\] reported recruiting Mental Health Workers in addition to Registered Nurses. Taken together over half of the studies conducted their research with a target population of 'nursing professionals'.

Two of the remaining studies \[D, G\] reported recruiting medical doctors exclusively and one study \[H\] recruited participants who came from different medical specialties, including non-surgical and surgical medics and primary care physicians. Two studies \[C, J\] had a mixed sample of nurses and physicians.

Nine of the studies \[A, B, C, D, F, G, H, I, J\] recruited both male and female participants and all of these studies reported over 50% of their mixed sample as female. Two studies \[D, H\] conducted with medical doctors, reported more male than female participants. Study \[D\] reported only 2% difference in the gender of their sample, in favor of male participants. One study \[E\] reported that all of their participants were female, they did not indicate that this was an inclusion criteria. Six \[A, D, E, G, I, J\] of the ten studies reported a participant response rate. These varied from 39% to 81%. Seven studies \[A, B, C, D, E, F, I\] reported the mean age of their samples and across these studies the mean ranged from 26 to 48 years. Studies H and J reported the range of their participants. One study \[G\] did not report participant age (see [Table 1](#tbl0005){ref-type="table"}).

3.4. Risk of bias within studies {#sec0095}
--------------------------------

The assessment of methodological quality is presented in [Table 2](#tbl0010){ref-type="table"}. The most common methodological problem related to sample size. Seven studies failed to provide a power calculation to justify or contextualize their sample size \[D, E, F, G, H, I, J\]. This could indicate that analysis of the correlation between burnout and empathy may have been underpowered, which could lead to inflated Type II error. However it was not possible to establish if the studies were underpowered or if the authors had failed to report an a priori sample size calculation.

Study \[H\] scored least favorably, with a rating of 'no' or 'can't tell' across six of the eight criteria in the assessment tool. All of the studies utilized self-report measures of burnout and empathy. Two studies \[G, J\], reported translating one of the measures into the language of the participants in the study, however there were a further five studies \[D, E, F, H, I\] that were conducted in countries where English is not the first language. These studies may have utilized translated measures but failed to report this information.

3.5. Reporting of results in individual studies {#sec0100}
-----------------------------------------------

All of the studies reported correlational analyses of their data (see [Table 1](#tbl0005){ref-type="table"}). Two of the studies \[D, E\] also conducted linear regressions. All of the studies that reported the correlation between empathy and the separate subscales DP, PA and EE of burnout. However one of those \[G\] did not report any inferential statistics; instead only narratively describing the type of correlation that had been found for one of the subscales. One study \[I\] did not report statistics for the DP subscale only.

Two studies \[D, E\] defined two aspects of empathy (cognitive and emotional), utilizing different measures for each. A third study \[H\] also measured behavioral components of empathy through the subscale of an empathy measure. Three studies \[G, I, J\] reported empathy as a total score. Study \[F\], which administered the IRI (Davis, 1981), reported the burnout subscales in relation to the empathy subscales.

3.6. Evidence for hypothesis one: negative association between burnout and empathy {#sec0105}
----------------------------------------------------------------------------------

Eight studies' findings clearly supported this hypothesis \[A, B, D, E, G, H, I, J\]. Study \[H\] demonstrated findings that supported this hypothesis across all three of their participant sub-groups (Primary Care Physicians, Non-Surgical Specialists, and Surgical Specialists), with differing strengths of correlation. They reported a moderate negative correlation between DP and empathy for Non-Surgical and Primary Care doctors (see [Table 1](#tbl0005){ref-type="table"}). A moderate negative correlation for EE and empathy was only found within the Primary Care doctors. These results should be interpreted with caution as the quality assessment was weak.

Study \[D\] reported a weak to moderate, negative correlation between DP and empathy, however no *r* values for the EE subscale of the MBI were given. PA was positively correlated with empathy (see [Table 1](#tbl0005){ref-type="table"}). A separate score for cognitive and emotional empathy in relation to a total score for burnout was reported. Cognitive empathy was negatively correlated with total burnout score and emotional empathy had a weak, but significant, negative correlation with total burnout score (see [Table 1](#tbl0005){ref-type="table"}).

Study \[E\] found no significant correlation between emotional empathy and burnout, however their results supported study \[H\] reporting a moderate correlation between cognitive empathy and DP (see [Table 1](#tbl0005){ref-type="table"}). Findings for EE and cognitive empathy also support \[H\] with a weak negative correlation. A strong positive correlation was reported between PA and cognitive empathy. Study \[A\] found a positive correlation between PA and empathy supporting the above studies. The findings for DP and EE subscales were also in support of \[E, H\] with negative correlations reported.

Study \[G\] reported no inferential statistics, however descriptive data suggested that of the participants who scored high on empathy, more scored lower on burnout (72.1%). The sample size for the professionals who reported high burnout was very small (n = 7) when compared with the number of participants who reported low burnout and high empathy (n = 60), this implies that there may be a low statistical power to detect small effects. Study \[B\] reported no correlation between empathy and the PA and EE subscales of the MBI. However DP was negatively correlated with empathy, providing some evidence for hypothesis one.

Study \[I\] reported a highly significant negative correlation between the Balanced Emotional Empathy Scale (BEES) and the EE subscale and a highly significant positive correlation between the BEES and the PA subscale. The relationship between the DP subscale and the BEES score was not statistically significant and the direction of the relationship is not reported.

Study \[J\] found a significant negative relationship between the Jefferson Scale of Physician Empathy (JSPE) and both the MBI total score and the DP subscale. There was a significant positive relationship between the JSPE and the PA subscale. A weak negative correlation between the JSPE and the EE subscale was not statistically significant.

Despite there being seven studies that provided evidence for this hypothesis there is variation in the strength of the correlations and level of significance of the findings that are reported. Due to some of the poor reporting quality from one study \[G\] it has not been possible to fully synthesize and compare those findings. In summary, the evidence for this hypothesis appears to be complex and nuanced.

3.7. Evidence for hypothesis two: a positive correlation between burnout and empathy {#sec0110}
------------------------------------------------------------------------------------

Study \[C\] was the only study to provide consistent support for this hypothesis. Statistically significant, weak positive and moderate to strong positive correlations with empathy were found for DP and EE respectively (see [Table 1](#tbl0005){ref-type="table"}). The small *p* value reported indicates strong evidence to reject the null hypothesis that there is no association between empathy and burnout. PA was found to have a weak negative correlation with empathy. The quality checks completed on this study indicated that across all of the domains the study provided at least partial information to fulfill the criteria, this indicates that the standard of reporting and quality of the study was adequate. As part of this, the study provided a power calculation, indicating that the number of participants recruited (n = 124) was less than the minimum required to ensure adequate power (n = 140).

Alongside support for hypothesis one, study \[F\] also provided support for hypothesis two. The results indicated that all subscales on the IRI (PT, EC, PD) had strong to moderate, positive correlations with the EE subscale of the MBI ([@bib0220]) (see [Table 1](#tbl0005){ref-type="table"}). This concurs with study \[C\] indicating that those clinicians with higher empathy scored higher on the EE subscale of the MBI (see [Table 1](#tbl0005){ref-type="table"}). In their discussion, study \[F\] concluded that their results supported the 'compassion fatigue' theory, whereby clinicians who demonstrate high levels of empathy suffer from compassion fatigue, which then leads to burnout. However they found a weak negative correlation between two subscales of the IRI (PD, EC) and DP, which could be seen to support hypothesis one. As study F provided support for both hypotheses, this could be seen as somewhat contradictory. This could be explained by the small sample size (n = 11) which is indicative of an underpowered study. The result must therefore be viewed with caution. These negative correlations would provide support for the first hypothesis and therefore contradicts the positive correlations reported between the EE subscale and empathy (see [Table 1](#tbl0005){ref-type="table"}).

In contrast to the overwhelming support for hypothesis one, there was less evidence found in support of hypothesis two, with only one study providing consistent support for this hypothesis across their findings. The second study discussed in relation to this hypothesis \[F\] found aspects of their results to support both hypotheses. It would appear therefore that within the studies reviewed there is more support for a negative association between empathy and burnout.

4. Discussion {#sec0115}
=============

This review sought to explore the current literature conducted with medical doctors and nurses to explore the relationship between burnout and empathy.

In addressing the first question of this review, whether there is an association between burnout and empathy, evidence was found in all of the studies included in this review to support the previously suggested association between burnout and empathy ([@bib0005]; [@bib0115]; [@bib0245]). These two distinct constructs which are so central to effective healthcare delivery appeared to be related. However, the size and statistical significance of the reported correlations varied. Only three studies \[C, E, H\] reported large correlations, as defined using Cohen\'s criteria for behavioral sciences ([@bib0065]). This reflects previous research in the area which has reported varying strengths of correlation ([@bib0155]; [@bib0240]).

As highlighted in a previous editorial ([@bib0420]), findings relating to the direction (positive/negative) of the relationship between burnout and empathy were not unanimous. The second aim of this review was to explore the ambiguous relationship between burnout and empathy within the framework of two opposing hypotheses: 1) there is a negative association between burnout and empathy, (as one construct increases the other decreases), and 2) there is a positive association between burnout and empathy (high burnout is associated with high empathy). Taking into consideration the methodological rigor, homogeneity in terms of MBI ([@bib0220]) usage, number of concurring findings, and the strength of the correlations reported, the current review found the strongest evidence for the first hypothesis that burnout and empathy were negatively correlated, inferring that as the presence of one construct increases the other decreases.

Eight of the ten studies reported a negative relationship between burnout and empathy supporting the first hypothesis. As these studies were cross sectional it is not possible to infer causality. However, despite this, some of the studies discussed their findings in relation to high burnout causing low empathy. It is important to be cautious with these statements, as the research design does not allow for a definitive statement; instead these could be viewed as potential hypotheses that could be explored in future research.

The studies supporting hypothesis one were conducted within heterogeneous settings (e.g. outpatient departments, nursing home, emergency department), involving participants from different professions (e.g. registered nurses, general practitioners, surgeons). This could be seen to demonstrate that the association between empathy and burnout is consistent across these settings within these populations and therefore is relevant to all healthcare professionals. This would therefore support the need for intervention and awareness across all staff groups at an organizational level. It is important to note however, that transferring findings between contexts should be done with caution as these environments are diverse and unique.

Two of these studies satisfied all of the quality assessment criteria indicating that reliability of the findings is high. However seven of the studies failed to report enough data pertaining to their sample size. This makes it difficult to ascertain if their studies were underpowered. One of the studies reported moderate correlations in support of this hypothesis however the quality assessment rating indicated that 50% of the domains were given a rating of 'no' (see [Table 2](#tbl0010){ref-type="table"}). This indicated that the quality of the reporting or design was not adequate. Therefore this may affect the reliability of the findings.

There was only one study which provided support for the second hypothesis, of a positive correlation between burnout and empathy. This hypothesis maps on to the suggestions of [@bib0220], that those staff who are empathic will become burnt out.

The evidence found by this review supports burnout as a cross-cultural construct. The studies were conducted in a variety of countries that represented several continents (Asia, North America, and Europe). Whilst this can be interpreted as a strength of this review, it is important to note that of the seven studies that were conducted in countries where English was not the first language, only two reported information about the translation of measures. Evidence suggests that the language of a questionnaire can affect the way a participant responds ([@bib0145]). Therefore researchers should systematically establish equivalent terms in their adapted measures ([@bib0260]).

4.1. Clinical implications {#sec0120}
--------------------------

The predominant finding of this review was the largely consistent support for a negative relationship between burnout and empathy amongst healthcare staff (e.g. high burnout - low empathy). The evidence in the literature highlights the prevalence of burnout within healthcare staff and possible consequences on quality of care ([@bib0300]) and staff attrition ([@bib0225]). Therefore, measuring levels of burnout in staff could be utilized as a way of identifying and targeting staff who are 'at risk' of developing burnout. They could then be offered preventative interventions. For example, in a recent evidence review for Public Health England, [@bib0020] provided an overview of the prevention and intervention literature on burnout and work-related stress in individuals and within organizations. They found that interventions to prevent or reduce burnout were usually aimed at an individual level including staff training, workshops, and cognitive-behavioral programs. A greater understanding of burnout in terms of treatment and prevention is highlighted as being important from a public health and organizational perspective in the context of reducing absenteeism and increasing productivity ([@bib0020]).

If the impact of burnout on staff cannot be reduced, then interventions to increase/sustain empathy within staff groups, and perhaps therefore guard against burnout, may be useful. This is particularly relevant given the links demonstrated in the literature between burnout, empathy and quality of care ([@bib0055], [@bib0300]). One potential mechanism of this may be through the use of psychological formulation, as increasing clinician understanding of service users is often seen as integral to the development and maintenance of empathic interactions ([@bib0410]). Future research could therefore seek to explore the utility of psychological formulation in increasing empathy.

4.2. Strengths and limitations of the review {#sec0125}
--------------------------------------------

The current review has followed a predetermined protocol and was informed by the PRISMA guidelines ([@bib0210]) to ensure methodological rigor. However the authors acknowledge that it has a number of limitations which should be considered when interpreting the conclusions.

The current review excluded studies that were not available in English due to time and budgetary restrictions, which would not allow for translation of articles. Given that seven of the ten studies were conducted in countries where the first language was not English, it could be reasonably assumed that there may be other relevant studies that have been conducted and are published in languages other than English. The implications of this on the current review are that it may not have captured all of the current research looking at the relationship between empathy and burnout. Therefore the reliability of the conclusions may be affected. However by including studies where there is an English translation of the article available, the current review has avoided an English-speaking bias that can be seen in some literatures e.g. violence ([@bib0395]).

In addition, this review excluded papers that used qualitative or mixed methodology as it was felt comparison between studies which utilized standardized psychometric assessments to measure the constructs would be more reliable. However qualitative studies provide a richness of data that is lost in the numerical values assigned in standardized measures. This more descriptive data could provide greater insight into the experiences of staff relating to burnout and responding empathically, and subsequently the relationship between these two constructs.

4.3. Suggestions for future research {#sec0130}
------------------------------------

As previously highlighted, all of the studies included in this review utilize a cross-sectional design. This is due in part to the exclusion of intervention studies, however intervention studies were screened for inclusion if they provided baseline data. Whilst the review has established useful findings as to the association between empathy and burnout, it has not been possible to progress further in commenting on the existence or direction of causality of this association. Many of the authors in the included studies recognize this limitation, highlighting the need for future research to adopt a longitudinal causational design in order to begin to address this gap in the literature. However the author acknowledges that longitudinal research is not without difficulties, as retention of participants can be challenging and affect the viability of the research.

Whilst the inclusion criteria of the current review restricted the profession of participants included in the study, it was noted that there are currently no studies based in forensic settings investigating the relationship between empathy and burnout. This setting may be of particular interest, as societal norms would suggest that being empathic to those with a forensic record might be more difficult ([@bib0330]), and working in this environment where there is an increased risk of physical violence and verbal aggression may put staff at greater risk of burnout ([@bib0175]).

Despite extensive research in this area no previous systematic review with this aim was identified prior to commencing the current review. This review has made some progress in outlining the state of the current research investigating burnout and empathy within nurses and medical doctors. Effect sizes have been reported to provide some statistical indication of the strength of the findings, although not empirically tested. However, future research could build on this by completing a more detailed meta-analysis of the data.

Although all of the studies included in this review approach empathy and burnout as distinct constructs, it could be suggested EE and PA are more distinct from empathy, while DP and a lack of empathy overlap. Therefore it is likely that these constructs would be correlated. Future research may wish to explore the individual constructs of empathy and burnout to develop this further. This future research would be aided by the development of improved psychometric measurement of clinician empathy. This could help capture empathy more accurately. In addition to supporting further research into the distinction between empathy and burnout, development of an improved psychometric measure could also help to inform future research and enhance development of 'empathy-enhancing' interventions and training. Measurement of empathy could also serve a purpose within staff recruitment in line with the NHS constitution and values based recruitment.

Finally, the results support previous research in emphasizing the importance of decreasing burnout in care staff, and the potential for increasing levels of empathy as a way of doing this. Further research exploring mechanisms by which empathy can be increased, and any resulting impact on levels of burnout, would therefore be beneficial.
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[^2]: Note: p \< 0.001^a^, p \< 0.005^b^, p \< 0.01^c^, p \< 0.05^d^, p \> 0.05^e^

[^3]: Measures: Maslach Burnout Inventory (\[MBI\], [@bib0220]); Barrett-Lennard Relationship Inventory (\[BLRI\], [@bib0025]); Mehrabian Emotional Empathic Tendency Scale (\[EES\], [@bib0230]), Toronto Empathy Questionnaire (\[TEQ\], [@bib0355]), Jefferson Scale of Physician Empathy (\[JSPE\], [@bib0160]); Barrett-Lennard Empathy Scale (\[BLES\], [@bib0025]); Interpersonal Reactivity Index (\[IRI\], [@bib0075]); Thematic Apperception Test (\[TAT\], [@bib0265]); Balanced Emotional Empathy Scale (\[BEES\], [@bib0235]).

[^4]: Burnout and Empathy Results: (G1) Surgical, (G2) Non-surgical, (G3) Primary Care.

[^5]: Note: \* Identifies initial scoring variations between researchers.
